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to “speak up” to communicate issues. As healthcare systems strain under the impact of reduced staffing
and workloads increase, allied health new graduates are feeling under pressure and unsupported.
Understanding their experiences of speaking up as they transition into the workforce will identify what
support they require to fulfil their patient safety and quality improvement responsibilities. Method: An
exploratory study was conducted to investigate how new graduates in allied health speak up. Informed
by a realist theoretical position, this study was interested in what contexts and resources support new
graduates to speak up or not. Two different focus groups with allied health new graduates were used to
collect data. Reflexive thematic analysis was employed to draw out key themes and sub-themes. Results:
Three main themes were generated –advocacy drives speaking up, scaffolding, and transition impact.
Further analysis identified context-mechanism-outcome configurations which were then developed into an
initial programme theory. Conclusion: Further in-depth exploration of speaking up behaviour with allied
health new graduates will inform leaders within education and workplace settings about ways to develop
confident and competent professionals who can speak up for patient safety and quality improvement.
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ABSTRACT
Introduction: All healthcare workers are responsible for patient safety and quality improvement and need to “speak up” to
communicate issues. As healthcare systems strain under the impact of reduced staffing and workloads increase, allied health
new graduates are feeling under pressure and unsupported. Understanding their experiences of speaking up as they transition
into the workforce will identify what support they require to fulfil their patient safety and quality improvement responsibilities.
Method: An exploratory study was conducted to investigate how new graduates in allied health speak up. Informed by a realist
theoretical position, this study was interested in what contexts and resources support new graduates to speak up or not. Two
different focus groups with allied health new graduates were used to collect data. Reflexive thematic analysis was employed
to draw out key themes and sub-themes. Results: Three main themes were generated –advocacy drives speaking up,
scaffolding, and transition impact. Further analysis identified context-mechanism-outcome configurations which were then
developed into an initial programme theory. Conclusion: Further in-depth exploration of speaking up behaviour with allied
health new graduates will inform leaders within education and workplace settings about ways to develop confident and
competent professionals who can speak up for patient safety and quality improvement.
Keywords: speaking up, new graduate, allied health, patient safety, quality improvement
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INTRODUCTION
New graduates (NG) are expected to enter healthcare capable and confident in voicing issues and ideas.1 These behaviors
are called voice behaviors or speaking up.2,3 All healthcare professionals are responsible for speaking up about patient safety
and quality improvement. However, when staff feel unsupported or inexperienced and do not voice their concerns, the impact
on patient and staff safety can be significant.4 Studies looking into speaking up in healthcare highlight how staff often do not
feel safe to voice concerns or ideas.5-10
Practice Points
1. Speaking up is a critical skill for allied health new graduates, yet there is little published
research on this group.
2. Patient safety, self and team advocacy activate speaking up in allied health new graduates.
3. Supervision enables speaking up behavior.
Allied Health New Graduates
This study sought to explore the speaking up experiences of NG, allied health professionals. The term allied health refers to
healthcare professions who are not nurses or doctors.11-13 Allied health professionals may work within intraprofessional and/or
interprofessional teams. We define NGs as those in their first one-two years of practice following graduation. So far, there is
limited published literature on speaking up in the allied health NG workforce.14
Voice Behavior and Speaking Up
Voice behavior is defined as voicing ideas or issues with the intention being to improve the functioning of the team, service,
and organization and includes written or spoken communication, formal or informal.15-17 Speaking up is a term that appears
more in healthcare literature, while voice behavior is a term that appears more in organizational psychology and human
resources literature. In this paper, we will use the term “speaking up.” The act of speaking up, or not speaking up, is complex.
Individual and organizational factors that facilitate and prevent someone from speaking up are yet to be fully explored and
understood.18-20
Speaking up in Healthcare
In a scoping review,14 we looked at speaking up in healthcare. Using the Joanna Briggs guidelines, 76 studies published
between 2009-19 were reviewed to map the depth and breadth of this topic. The scoping review identified a paucity of studies
on speaking up in allied health, particularly for NGs in allied health. While this review indicates a growing interest in this topic
based on the recent increase in publications in this area, only five of the 76 studies reviewed included allied health participants,
and none of the studies looked at allied health NGs. An understanding of how NGs in allied health speak up, and what supports
and hinders this, may provide allied health training programmes and allied health leaders with pragmatic solutions to support
speaking up behavior in this group.21
METHODS
Research Aims
This study aimed to explore: (1) how NGs in allied health perceive speaking up about patient safety issues and quality
improvement, and (2) the influences on speaking up behaviors.
Design
This study used focus groups to explore this topic. Ethics approval (no: 024594) was granted by the University of Auckland
Human Participants Ethics Committee. The authors report there are no competing interests to declare.
Theoretical Influence
This study is informed by a realist philosophical position.22 Realists explore complex social problems in-depth – in this case,
speaking up in healthcare. Using a realist lens, we aim to unpack the how and why NGs speak up.22,23 Realist methods can
provide an understanding of 1) the contexts in which speaking up occurs, including internal factors for the individual such as
previous positive experiences of speaking up, or external factors such as supportive supervisors, 2) the mechanisms which
activate speaking up or not, and 3) the outcomes resulting from speaking up events.24,25 These methods enable the researcher
to look at how and why an outcome has occurred, rather than just identifying that it did occur or just describing the event.
Realist researchers use heuristics to explore factors that activate social events, otherwise called mechanisms.26 While this
study is not incorporating realist synthesis or realist evaluative methods, the research questions, focus group questions, and
search for influences on speaking up in the data are underpinned by realist concepts. Realists frequently understand and
illustrate research data through the conceptualisation of context, mechanism, and outcome configurations (CMOCs).22,23 This
reasoning process helps researchers understand what works, with whom, and in what contexts. The use of CMOCs support
researchers to generate theories called initial programme theories (IPTs). This study was interested in exploring the underlying
© The Internet Journal of Allied Health Sciences and Practice, 2023
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factors impacting NGs speaking up. A deeper understanding of the contexts and mechanisms generating speaking up
behaviour in this workforce will support the development of an initial programme theory which will be tested in future studies.
Participants
New graduates in allied health working within any one of the three tertiary hospitals in a large city in New Zealand were invited
to participate in this study. The inclusion criteria required that they were working within the healthcare setting and within their
first two years of work since graduation. Table 1 summarises the demographic details of the seven participants. Purposive
and snowball sampling were employed during the recruitment phase. Participants were invited via staff email lists and
professional networks.
Table 1: Participant Demographics
Criteria
Focus Group 1
Professional
Audiology
discipline
Dietitian
Occupational therapy
Physiotherapy
Social worker
Speech-language
therapist

1
0

Focus Group 2
Audiology
Dietitian
Occupational therapy
Physiotherapy
Social worker
Speech-language therapist

1
3
0

0
0
0
0
2

Ethnicity

NZ European
NZ Māori
Indian
Chinese
Middle Eastern

3
0
1
0
1

NZ European
NZ Māori
Indian
Chinese
Middle Eastern

0
1
0
1
0

Gender

Female

5

Female

2

Country of study

New Zealand

5

New Zealand

2

Year of graduation

2018
2019

4
1

2018
2019

1
1

Number of years
working

Less than 1 year
1-2 years

2
3

Less than 1 year
1-2 years

1
1

METHODS
Focus groups were used to provide participants with the chance to expand, test and refute their own and each other’s thoughts
on this topic.14,27 Two focus groups were held in 2020 and 2021. Due to COVID-19 restrictions, the focus groups were
conducted online using Zoom video conferencing software. Questions were developed following an in-depth exploration of the
literature (Appendix 1). Participants were asked to discuss their experiences of speaking up at work. We aimed to explore
what triggered the participants to speak up or not, the situations they were in and the outcomes.
Zoom transcription function was used to transcribe the meetings, followed by review and editing. Each focus group was
approximately 60-75 mins. To support group cohesion, time was spent on introductions. Each focus group also opened and
closed with a karakia (culturally appropriate way to open and close a meeting in New Zealand), ensuring tikanga principles
(cultural protocols) were followed.
Analysis
Braun and Clarke’s reflexive thematic analysis (TA)28 was employed. Given the realist theoretical approach influencing this
study, we wanted to explore the underlying mechanisms activating the events described by participants and start to develop
initial theories on speaking up. The theoretical flexibility of reflexive TA allows for this.28,29 Each focus group was initially
analysed separately as they took place one year apart (FG1 and FG2). The steps taken in this analysis are outlined in Table
2.
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Table 2. Analysis Steps
1.
Notes taken by primary researcher throughout focus group discussion on initial ideas.
2.
Notes taken by primary researcher on thoughts after focus group relating to ideas, topics and
emerging thoughts on theory development.
3.
Immersion in the data - transcripts read through several times to gain familiarity by primary researcher.
4.
Initial coding keeping close to the words used by participants.
5.
Time away from data to allow for further processing of analysis.
6.
Further round of coding with revisions and editing to group sub-themes.
7.
Grouping of sub-themes into groups and labelled as main themes.
8.
Further time away from analysis to think over themes and sub-themes.
Feedback from three other research team members to ensure main themes and sub-theme labels,
9.
descriptions of themes and exemplar quotes are clear for the reader.
Return to analysis for final review and editing of themes and sub-themes.
10.
This process was repeated with the second focus group.
Following the development of themes and subthemes, one researcher reviewed the transcripts looking for causal insights,
then coded data segments for factors relating to contexts, mechanisms, and outcomes to create CMO configurations
(CMOCs). These configurations were compiled into a matrix (Appendix 1); then further analysis led to the generation of an
initial programme theory (Figure 1) which was reviewed and supported by one other researcher experienced in realist
methodology.
RESULTS
Focus group attendance was impacted by COVID-19 related workload pressures with fewer participants being able to join
than had originally signed up. However, data analysis identified similar main themes in both groups, giving the research team
enough information to develop the Initial Programme Theory and then plan for phase two of this wider study.
The findings from this study have been represented using a thematic framework (Table 3), with CMOCs formulated into a
matrix (Appendix 1) and the initial programme theory (Figure 1). This section starts with a summary of the data in table and
figure format. Illustrative quotes for the main themes are provided in text and also in Table 3. Three overarching themes were
generated through analysis of the transcripts from the two focus groups and a total of 35 subthemes – 16 from FG1 and 19
from FG2 (Table 3). While the main themes constructed from the focus groups were the same – advocacy drives speaking
up, scaffolding, transition impact – the subthemes had more variability; for example, cultural inequities appeared only in FG2
and being the best me (both from main theme advocacy drives speaking up) only appeared in FG1.
The theme advocacy drives speaking up encompasses all the factors which drive the NGs to speak up. This includes elements
such as patient safety, cultural safety and equity, and speaking up for their teams and themselves shown in these two quotes:
“I guess it just came back to patient-centred care and just knowing that I didn't feel like she was I guess … I can't think of the
word like … safe.” (FG1N5) and “Yeah I guess just being aware that, aware of myself and what my own workload and what I
can handle at the moment, making sure that I speak up around that if that’s getting too much or if it’s too little.” (FG2N6)
The second theme Scaffolding is an umbrella term to describe the positive supports for speaking up in addition to the barriers
to speaking up when the scaffolding is not in place. The positive supports include strategies used by the NGs to speak up and
factors related to the team culture shown in this quote:
“For me I can see that I do have a voice here. It is encouraged and supported. We have a lot of meetings where
there is a place for us to speak about improvements needed, or different ways of you know different resources we
need or could work on … it’s more of a collaborative approach as opposed to mainstream to me. I’m quite lucky.”
(FG2N7).
Without this scaffolding in place, invisible barriers impacted speaking up. These negative influences included factors such as
their perceived low role power as NGs, their concerns about making a mistake and poor team culture. “So it was kind of
difficult at times to be like speak out when you felt like I guess everyone was kind of in the same position.” (FG1N1) and “I
was definitely a bit unsure of what to do here, whether I should just kind of say she's cleared for discharge or say something
about not being ready for discharge or I guess not saying something about it.” (FG1N5)
Also included under this theme are ideas for improving speaking up and self-care as identified by the participants. “I don’t
know just like having good rapport and having other, other people on the team inviting conversation or opening up that
conversation really.” (FG2N6) and “There needs to be more, a bigger focus on self-care. And just self-care for your whānau
as well. So not just you but you know what’s your routine when you finish work. Don’t take work home.” (FG2N7)
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The final main theme Transition Impact describes the experiences of the NGs as they transitioned from student into their NG
role and into the workforce. This includes their stories about feeling overwhelmed, unclear about their roles and feeling at
risk of burning out. Both groups spoke about the importance of supervision to support speaking up and identified several
pragmatic ideas to support speaking up in NGs shown here – “There wasn’t enough to support you. You really were left to
figure it out on your own.” (FG2N7) and “It can be quite daunting and I know for me I’ve seen a lot of either kind of new
grads come and go.” (FG2N7)
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Table 3. Thematic framework with illustrative quotes
Themes FG1 & FG2
Themes (3)

Illustrative quotes

Subthemes
FG1 (16)

FG2 (19)

Advocacy Drives
Speaking Up

“… this is my dream job - Māori mental health. For me it’s more about vulnerability
… I do work with some of the most vulnerable people in our community. Who have
you know throughout their lives have been overlooked, they’re marginalized, many
are institutionalized, misdiagnosed, misunderstood … So yeah I think that’s it for
me, just be the voice when they can’t.” (FG2N7)

Patient advocacy – safety focus
Pulling your weight
Being the best me
SU for self

Patient advocacy
Speaking up for team & self
Cultural inequities

Scaffolding
(a) Supportive contextual
factors and different
communication
strategies

“For me I can see that I do have a voice here. It is encouraged and supported. We
have a lot of meetings where there is a place for us to speak about improvements
needed, or different ways of you know different resources we need or could work
on. Things like that. As opposed you know it’s more of a collaborative approach as
opposed to mainstream to me.” (FG2N7)

Different positions
Positive team culture
Data drives confidence
SU communication strategies
Being bold
Quality supervision

Previous experience
Positive team culture
Do the mahi1/work
SU through action
Quality supervision

(b) Barriers with no
scaffolding in place.

“It was definitely quite a moment for me of second guessing my case. Like I felt like
I couldn't just send her home. But then I think as a new grad or for me anyway
there’s definitely times where I'm like, ‘Well, this is what the medical team want’.”
(FG1N5)

Low self-efficacy & error anxiety
Low role power

Role stereotype
Poor team culture
Scope of practice divisions
NG low self-efficacy
No time or process or resources (so
no point)

(c) Strengthening
resources

“…like a workplace who would be like ‘Oh okay let's lessen the load a bit or what
can we do to make things easier for you and how can we help you to get more
efficient?” (FG1N4)

Orientation & competency programme
Ongoing support & development

Kōrero2/talk – more opportunities
Team manaakitanga3/care
Improved partnership and orientation
NG resilience and self-care

Mahi – a word used in Māori language meaning work.
Kōrero – a word in the Māori language meaning to talk.
3 Manaakitanga – a word in the Māori language meaning care and respect.
4The indigenous people of Aotearoa, New Zealand.
1
2
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“Because I feel like as new grads, we feel like we just need to push push push
push and push ourselves to the breaking point. We're not very good at knowing
when to stop.” (FG1N3)
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Transition reality shock
Burn out (COVID impact)

Transition reality shock
Leave the job
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Given the influence of a realist theoretical position, this study aimed to explore how NGs’ experience speaking up and to start
to explore the underlying mechanisms influencing this behaviour. While this study is not a realist evaluation, analysis of the
data using a realist lens uncovers possible causal mechanisms which promote and prevent speaking up behaviour and
provides information about the context which best supports or prohibits speaking up. From construction of the CMOCs
(Appendix 1) an initial programme theory has been created which is a developing theory about how and why speaking up in
allied health NGs works or not (Figure 1). This will be tested in a future study.

If allied
health NGs:

• Experience quality supervision which provides opportunities to practice
speaking up and debrief from speaking up experiences
• Experience positive team culture which provides regular opportunities to
speak up
• Receive a complete orientation to role and responsibilities
• Have a reduced workload to support their transition into the role
• Have a number of speaking up strategies which they can use

They will feel:

• Empowered and confident to express their ideas
• Committed to and supported in their role as patient
advocates, especially in relation to patient safety and
cultural equity
• Committed to the outcomes of the team and their own
well-being

To complete
the following
actions:

• Speak up for patient
safety/equity in patient
service delivery
• Speak up for themselves and
their teams

Figure 1. Initial Programme Theory on Speaking Up in Allied Health New Graduates
DISCUSSION
A scoping review on speaking up in healthcare found that few studies included allied health professionals.14 This study begins
to address this gap by providing the perspective of allied health NGs. Some findings from this study are similar to findings in
nursing and medical literature around supports and barriers to speaking up, such as power, hierarchy, team culture and risk.14
What this study adds to the literature is the experience of allied health NGs, what influences them to speak up or choose
silence, the strategies they have developed to speak up and ideas they have about how NGs could be more supported.
Additionally, we have developed an IPT on speaking up in allied health NGs. The following discussion will expand on the main
themes of advocacy, scaffolding, and transition impact.
Advocacy
Advocacy was reported to be a key driver in moving the NGs to speak up. Analysis of the focus group data indicated that the
NGs reported a strong need to advocate for their patients, their teams, and themselves. When asked to describe the reasons
for advocating for their patients, they reported patient safety, cultural equity, and quality service delivery. Some studies have
illustrated that as the risk to patient safety increased, so too did the drive to speak up;30,31 however, these researchers noted
that if the risk to interpersonal relationships was high, the individual would choose silence. One study which collected data
from four nursing student year groups found that they became less confident to speak up as they gained more clinical
experience in the healthcare setting.31,32 Our findings highlight that our small sample of NGs spoke up despite recognizing the
risk to interpersonal relationships. Data was only collected at one time point; therefore, it is important that speaking up behavior
is investigated over time to determine the sustainability of this behavior. The sub-theme “No time or processes or resource,
so no point” suggests fatigue or apathy about speaking up which may have developed over time following previous negative
speaking up experiences.
It is likely that allied health NGs would speak up less over time if the team culture does not support speaking up, particularly
if the team culture is negative or toxic and allows bullying. This type of poor team culture was described by one participant
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who identified as Māori.4 Bullying in healthcare has been reported in nursing33, medical literature,34 and in allied health.35
Bullying experienced by nursing students in New Zealand is described in the literature,36 but published literature on bullying
in the NG allied health workforce in New Zealand or elsewhere is limited. Given that bullying, emotional exhaustion, and
burnout are linked to NGs, this is an area which requires in-depth exploration.37
A positive influence on speaking up discussed by one participant, was speaking up about racial inequities in relation to patient
care. This was not highlighted as a driver by other participants, which could reflect their limited experience in their roles, or
could be an area for concern given the widely-reported inequities in delivery of healthcare in western healthcare systems in
New Zealand.38 There may be a lack of support and training on this topic for NGs and it may be that cultural safety issues are
not being raised in supervision meetings despite publications on this topic and accreditation board requirements.39
Scaffolding – Speaking Up
The protective nature of supervision for the NG workforce was evident in this study. Both focus groups identified that
supervision supported them to speak up and to learn from speaking up events. Davys and Beddoe40 report on the benefits of
supervision for healthcare staff and include factors such as employee wellbeing and professional growth. A meta-analysis of
studies on supervision identified additional benefits such as quality care for patients and employee job satisfaction.41 While
links have been made between speaking up and perceived organisational support, our study adds to this field of literature by
specifically highlighting the beneficial role of supervision. These findings highlight the need for healthcare institutions to
continue to invest in supervision skills training for staff and to ensure that all allied health staff are receiving quality supervision.
Scaffolding – Barriers with no Scaffolding to Overcome Them
Without this scaffolding to support speaking up behavior, the NGs reported meeting many barriers. The NGs were aware of
the barriers that inhibited them from speaking up, and without specific training on how to work around these, they tried to find
their own strategies. Participants in both focus groups discussed their position in the healthcare team hierarchy. As a
newcomer to the healthcare system, NGs are described as having low power compared to more experienced clinicians and
medical professionals.42 In addition to short tenure contributing to their low power position, Freeman et al43 reported that allied
health NGs are in a low power role compared to medical professionals due to individual professional philosophies about team
roles. Following an exploration of different teamwork philosophies, Freeman et al.43 identified a directive philosophy which
was held mostly by members of the medical team compared with an integrative philosophy which was held more by allied
health professions. In the current study, the NG comments highlighted the tensions between following a directive given by the
medical team versus speaking up on behalf of the patient. The strategies they used included using supervision to brief and
debrief, engaging the opinions of other team members, and getting the full story from the patient, which fit with the integrative
philosophy of team work by Freeman et al.43
A related study, involving nurses and doctors within surgical settings, found complex hierarchical roles within healthcare
resulting in staff feeling reluctant to speak up across professional boundaries in relation to patient safety issues.44 Contrary to
this finding, some participants in the current study did talk about speaking up across professional boundaries, despite the risk
to interpersonal relationships, due to their perceived need to advocate for the patient. However, other participants described
situations in which they remained silent for fear of making a mistake or being seen to be incompetent. Coupled with the
literature described here, our findings further illustrate how the act of speaking up is complex for allied health NGs and will
vary in relation to the content they are speaking up about and the context they are in both externally (e.g., team culture) and
internally (e.g., self-efficacy).
Scaffolding – Strengthening Resources
NGs in this study did not receive training at university or in the workplace on how to speak up. When asked for ideas, they
highlighted the need for an improved orientation to the role and ongoing professional development. One of the NGs spoke
about how their current team culture supported speaking up. They were working within a Māori mental health setting and
spoke about the supports and systems which enabled all staff to speak up. In teams where there is a focus on creating a safe
learning environment, psychological safety is high and team members feel empowered to risk relationships or impact selfimage by speaking up.45 Gaining an in-depth understanding of the contexts and mechanisms which support speaking up will
provide insights for settings in which this is not occurring.
Transition Impact
Despite scaffolding to support speaking up, the NGs discussed external barriers and internal barriers to speaking up, and
some even spoke about their concerns of burning out. They expressed anxiety about making mistakes, given their low role
power, and would therefore withhold voice. Others spoke about ways they would mitigate this risk by ensuring that they had
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all their data and the whole story before they spoke up. The value that these NGs placed on patient advocacy influenced their
speaking up. However, NGs were less empowered to speak up for themselves. They spoke about a need to be seen to be
“pulling their weight” to support the team given the pressure their team was under. In the organisational psychology literature,
these behaviours are called organizational citizenship behaviours (OCB).46 In a recent survey of healthcare workers, Ng et
al47 found that job satisfaction and work engagement were positively related to OCB. They noted that healthcare institutions
require staff to demonstrate OCB in order to provide a safe and high-quality healthcare service.47 It is concerning that while
NGs in our study described OCBs, they also reported feeling reluctant to speak up to seek help for fear of looking incompetent.
Instead, they relied on a more senior team member noticing that they were not coping and offering assistance. While these
reports are not new, it is concerning that NGs continue to report these experiences given what the healthcare setting and
tertiary providers know about this transition experience.11,48 This finding highlights a vulnerability in the healthcare workforce.
Risk of burnout was identified as a sub-theme in FG1 and warrants further discussion. Burnout is an occupational condition
caused by workplace stress resulting in severe physical, emotional and cognitive exhaustion.49 While NG burnout is reported
in medical and nursing literature,49-52 there are few published studies on burnout in the allied health workforce.49,53,54 Findings
from our focus groups highlight the pressure the NG workforce is experiencing. They reported high anxiety about making
mistakes, high pressure to be seen to be doing their share of the work, and they were worried about looking incompetent and
reported not feeling fully informed about their roles or supported in knowing how to improve their practice. These findings are
in conflict with findings from a study of NG nurses in the UK, who reported initially feeling confident to speak up about patient
safety; however, they also reported feeling less confident with more time in their role. These experiences present a barrier to
the NGs speaking up, particularly for support when they are not coping.
Limitations
This study is reporting on focus groups with low participant numbers and a narrow range of allied health disciplines, and only
one of the participants identified as Māori. While the numbers were low, the discussion provided rich data. Although the full
range of allied health professions was not represented, there did not appear to be a discipline-specific differences in the
comments made. However, the examples provided by the Pākeha/New Zealand European participants did differ from the
examples provided by the New Zealand Māori participant, which could be context specific as she was the only person in a
Māori mental health setting. A final limitation is that COVID-19 restrictions resulted in the focus groups being online. While
meeting a group online for the first time and helping everyone to feel comfortable is challenging and may impact on what
participants choose to disclose, the researcher made efforts to foster a connection with the participants from initial emails to
time taken at the start and during the focus group to develop a trusting relationship.
CONCLUSION
With the influence of a realist theoretical position, this paper aimed to answer the following questions: 1) how do NGs in allied
health perceive communicating about patient safety and quality improvement, and 2) what are the influences on these
behaviors? While the NGs in this study reported similar barriers to speaking up to those in the nursing and medical literature,
such as power and team culture, this New Zealand study of allied health NGs brings new knowledge to this topic. There is
limited published literature on how allied health NGs experience speaking up. This study provides new insights into what
influences this workforce to speak up, some strategies they use to speak up and ideas on how this might be further supported.
The study highlights how allied health NGs report different speaking up experiences to other professions such as nursing and
medicine, and therefore require further study. A longitudinal exploration of the experience of NGs’ speaking up would provide
tertiary and healthcare institutions knowledge on what works, how, in what contexts and with whom.
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Appendix 1. Context-mechanism-outcome Configurations Following Focus Group Analysis
Context
Previous positive experience in
speaking up
Quality supervision
Positive team culture
Quality orientation to role and
responsibilities
Reduced workload to enable
transition

Mechanism
Increased self-efficacy
Increased confidence
Commitment and advocacy for their
patients
Commitment to their team
Fear of breach in patient safety,
cultural safety and equity of service
delivery for patient
Adopt speaking up strategies they
have learnt on the job

Outcome
Called a meeting/sent an
email/discussed case with medical
team – resulting in:
(1) revision in patient diagnosis
(2) delayed discharge so that
patient has all information
needed

Previous positive experience in
speaking up
Quality supervision
Positive team culture
Quality orientation to role and
responsibilities
Reduced workload to enable
transition

Increased self-efficacy
Increased confidence
Commitment to their team
Fear of risk of burn out for self and
team and associated impact on
patient quality service and safety

Spoke up about needs of self and
team resulting in:
(1) review of workload
(2) additional resources
provided to support team

Low self-efficacy
Unsupportive team culture
Previous negative experiences in
speaking up
Hierarchical medical system
Patriarchal system
Western medical system

Fear of being wrong
Fear of looking incompetent
Fear of not pulling weight in team

Withholding of voice
Risk to patient safety
Burn out risk
Left role

Previous negative experience in
speaking up
Quality supervision
Tikanga Māori principles applied in
team setting
Te Ao Māori health service model

Experience of bullying by team
member
Experience of racism exhibited by
team member towards NG
Fear for patient’s wellbeing
Fear for breach in equity of service
delivery for patient

Spoke up in team meeting about
patient care resulting in:
(1) review of patient diagnosis
(2) appropriate service
provision to patient
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(Quality patient centred care)

